Ovarian teratoma presenting as small bowel obstruction in an elderly lady—A case report  by Al-Harfoushi, Riad et al.
CO
c
R
M
a
b
a
A
R
A
K
O
D
M
B
1
t
w
a
i
I
i
2
a
a
o
t
(
s
2
dInternational Journal of Surgery Case Reports 2 (2011) 6–8
Contents lists available at ScienceDirect
International Journal of Surgery Case Reports
journa l homepage: www.e lsev ier .com/ locate / i j scr
ase report
varian teratoma presenting as small bowel obstruction in an elderly lady—A
ase report
iad Al-Harfoushia,∗, El-Ham Abdulaziza, Syed Imran Hussain Andrabia, Barry Pattersonb,
ichael Whitesidea
Department of Surgery, Antrim Area Hospital, Bush Road, Antrim, UK
Department of Radiology, Antrim Area Hospital, Antrim, UK
r t i c l e i n f o
rticle history:
a b s t r a c t
Teratomas of the ovary are of the mature or immature type. The mature variety is called dermoid cysts,
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which is the most frequent benign germ cell tumour of the ovary in the reproductive age group. They are
usually asymptomatic until they reach a signiﬁcant dimension.1 Pressure effect, torsion and rupture of
an ovarian cyst may present as an acute abdomen. A case is presented where an elderly lady presented
with small bowel obstruction due to a very large, non-adherent to the intestine, dermoid cyst.
Crown Copyright © 2010 Published by Elsevier Ltd on behalf Surgical Associates Ltd.
Open access under CC BY-NC-ND license.. Introduction
Mature cystic teratoma makes up 10–15 per cent of all ovarian
umours and tends to occur at a relatively early age.2
They have a growth rate of 1.8mm/year in pre-menopausal
omen,3 they rarely grow larger than a melon.2 Although usually
symptomatic, recognised complications of ovarian dermoid cysts
nclude rupture, torsion, infection and malignant transformation.4
n rare cases it could become adherent to the intestine and cause
ntestinal obstruction.
. Report of case
A seventy one-year-old lady presented with spasmodic lower
bdominal pain, nausea, and vomiting.
On examination her abdomen was distended with an intra-
bdominal tender and mobile mass in her right iliac fossa.
An abdominal radiograph showed evidence of small bowel
bstruction and abrupt transition in the right iliac fossa where
here is the impression of a soft tissue mass and heavy calciﬁcation
Fig. 1).
A decision for laparotomy was made, and while preparing for
urgery an urgent CT scan was performed revealing small bowel
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oi:10.1016/j.ijscr.2010.07.004obstruction down to the right iliac fossa, and a sudden cut-of to a
collapsed ileum. There was free ﬂuid and gas adjacent to the small
bowel within the deep right iliac fossa/adnexa. It also revealed a
12 cm×7.8 cm mass in the right iliac fossa immediately deep to
the anterior abdominal wall containing a small volume of very
dense material. Findings were suggestive of an ovarian teratoma
Figs. 2 and 3.
At laparotomy a huge infracted, torted right ovarian cyst was
identiﬁed, it was causing small bowel obstruction by compression
of the terminal ileum without inﬁltration. The cyst was resected
without difﬁculty. There was no other abnormality. Patient had an
uneventful recovery.
Pathology showed a haemorrhagic, necrotic ovarian cystweigh-
ing 522g and measuring 135mm×100mm×70mm. On opening,
the cyst was partially bilocular, ﬁlled with sebaceous matter, hair
and calciﬁed elements.
Histology showed torsion and venous infraction of a mature
cystic teratoma, with no malignancy.
3. Discussion
The germ cell tumours comprise teratoma, endodermal sinus
tumour, non-gestational choriocarcinoma and disgerminoma. Dif-
ferentiation along embryonic lines gives various forms of teratoma.
In the benign teratomas the tissues which develop appear to be
those normally found in the cranial end of a fetus – hair, skin, teeth,
cartilage and nervous tissue.2
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Fig. 1. Abdominal radiograph. Demonstrating small bowel obstruction, white
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crrow, with heavy calciﬁcation in the region of the RIF, black arrow.
A mature cystic teratoma is the most common type of ovar-
an teratomas and also the most frequent tumour originating from
erm cells, usually unilateral.6
Radiological investigation is essential, an abdominal radiograph
ay show calciﬁcations, suggesting the possibility of a benign
eratoma7 as it is in this case. Most mature cystic teratomas can
e diagnosed at ultrasonography (US) but may have a variety of
ppearances, characterized by echogenic sebaceous material and
alciﬁcation. At computed tomography (CT), fat attenuationwithin
cyst is diagnostic.8
Ovarian teratomas can be removed either laparoscopically or at
9aparotomy depending on the size.
ig. 2. CT, axial view. Demonstrating dilated small bowel loops, small arrow, and a
ystic lesion with dense calciﬁcation in the RIF, large arrow.Fig. 3. CT, coronal view. Demonstrating dilated small bowel loops, small arrow, and
a cystic lesion with dense calciﬁcation in the RIF, large arrow.
4. Conclusion
Ovarian teratomas can be asymptomatic or cause chronic mild
abdominal discomfort. If complications manifest, they are usually
due to torsion and/or rupture of the cyst.
Acute intestinal obstruction is a very rare complication of ovar-
ian dermoid cysts, it willmainly occurwhen a loop of a small bowel
becomes adherent to the cyst and twists with the torsion of the
cyst5 requiring intestinal resection.
In this unique case the teratoma was not adherent to any intes-
tine or abdominal wall but causing small bowel obstruction by
compression of the terminal ileum alone. When the teratoma was
removed, the intestinal obstruction resolved.
To thebest of our knowledge such a casehas not beenpreviously
reported.
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